D A

Define

The Breast Imaging and Intervention’s (BIl) frontline daily improvement
system was not being fully utilized and staff identified issues, known as
PCSIs, were not addressed in a timely manner. The goal of this project
was to increase the number of Bll's PCSIs resulting in improvement from
an average of 1.3 to 3 per month by May 31st, 2016.

Measure

Baseline measurements were gathered by counting the number of PCSls
that resulted in improvement which averaged 1.3 per month (4 total
projects from December 2015 to February 2016). See Figure 1.

Analyze

Utilizing an A3 Problem Solving Form, the BIl team identified the root
causes of the problem to be:

« Staff struggled bringing forth issues and defining a problem
statement

* No structured system to progress an active PCSI forms
» Poor communication of active PCSIs

Improve

Based on the root causes, the team used Plan-Do-Study-Act (PDSA) cycles to
test several changes. The main changes implemented were:

* Implemented a structured coaching strategy to define a clear problem
statement (Figures 2 & 3)

» Identified select staff as coaches
» Creation of a uniform PCSI intake process
« Standard and visual PCSI process flow (Fig 4)

By October 2016, after a few revisions to the improvement system, the team is
now completing an average of 5 projects per month.

Control

The team continues to track the number of projects completed each
month. The results and ongoing progress are communicated to the
multidisciplinary team thru daily huddles.
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General Radiology Four Actuals
Coaching Kata

. Where is the Actual Place?

a. Loecation or work area

. What is the Actual Qccurrence?

a. Defect, unwanted condition, event or pattern

. What is the Actual Condition?

a. Who is involved, how often, when

. What is the Actual Should?

a. How would you describe what is happening vs.
what should be happening?

b. What have you thought of trying?
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